Background: Intimate partner violence (IPV) is yet to be fully acknowledged as a public health problem in Slovenia. This study aimed to explore the health and other patient characteristics associated with psychological IPV exposure and gender-related specificity in family clinic attendees.
Background
There has been increasing recognition in Slovenia of the societal implications of intimate partner violence (IPV), defined as "behaviour within an intimate relationship that causes physical, sexual or psychological harm, including acts of physical aggression, sexual coercion, psychological abuse and controlling behaviours" [1] . The reported prevalence in Slovenia [2] [3] [4] , as well as a growing body of research on health consequences related to IPV [5] [6] [7] [8] [9] [10] [11] and its impact on morbidity and mortality [5] , all suggest a gradual change from IPV being seen as a personal and family issue related to the legal and justice system, to an issue that needs to be acknowledged and addressed as a public health problem.
Women have traditionally been considered the victims and men the perpetrators of IPV [12, 13] ; this is probably due to findings that men use more physical force and sexual coercion and are more likely to cause injuries [14] [15] [16] [17] [18] . However, women were reported to be more likely to employ psychological aggression [19] . In a limited body of research, it has been suggested that female perpetrators are more likely to suffer from mental health difficulties, especially anxiety and depression [20, 21] .
Although knowledge of the comparative health effects of different types of IPV is limited, some studies have indicated that victims' exposure to psychological aggression may be more strongly associated with the onset of depression, anxiety, somatisation, and post-traumatic stress disorder than other types of IPV [9, 14, 20, [22] [23] [24] . Coker et al. [14] reported both physical and psychological IPV to be associated with significant physical and mental health consequences in victims regardless of gender. Women were significantly more likely than men to experience and report physical or sexual IPV and abuse of power and control, but less likely than men to report verbal abuse alone. For both men and women, being a victim of physical IPV was associated with increased risk of current poor health. In general, abuse of power and control was found to be more strongly associated with adverse health consequences than verbal abuse, and psychological violence was shown to be more damaging to overall health status than physical abuse [14] .
In another study, Coker et al. [25] explored the consequences of IPV on physical health and found that women experiencing psychological IPV were significantly more likely to report poor physical and mental health. Psychological IPV was as strongly associated with the majority of adverse health outcomes as physical IPV [25] . Summarising the findings of existing studies, the adverse effects of IPV on women's health should be noted, such as chronic pain [5, 14, 26] , chronic stressrelated symptoms [27] and central nervous system problems [5, 14] . Authors worldwide mostly agree in their findings on both the short and long term physical and mental health consequences of IPV exposure [5, 28, 29] . IPV exposure has been found to be associated with an increase in psychoactive substance use, anxiety, depression, suicidality, and post-traumatic stress disorder symptoms [14, [30] [31] [32] [33] [34] [35] [36] .
Undoubtedly both men's and women's IPV exposure should be explored in IPV research, but the findings need to be interpreted with caution. Psychological abuse has been shown to be the most frequent characteristic of interpersonal violence dynamics, affecting women's health as severely and significantly as other types of abuse [25, 26] . However, the frequent co-occurrence of psychological aggression with physical violence, as well as difficulties in measurement, combine to reduce certainty with regard to the independent effects of psychological aggression on health. Some recent research showed that more men than women reported exposure to physical assault, while more women reported exposure to sexual coercion in the past year [37] . However, it should be mentioned that studies which found similar levels of IPV in women and men relied largely on past-year estimates or current partners, whereas studies assessing a longer time-frame or including previous partners tended to find dissimilar levels of violence [38] . The risk factors for IPV exposure in a cross-sectional population-based study in Sweden were the present relationship being of at least three years duration for men's exposure, while a young age, lack of social support and being single constituted risk factors for women's IPV exposure [37] . Compared with women who had never been abused, those reporting only psychological abuse were more likely to present negative mental health indicators in a study carried out in Spain [39] .
Despite the abundant literature on the consequences of IPV on health, psychological abuse has rarely been considered a relevant health-related problem and has never been studied as such in Slovenia. After reevaluating the prevalence data for past IPV abuse and showing an IPV exposure prevalence of approximately 17% as a valid estimate [4] , it was decided to focus on the separate effects of psychological IPV on family medicine clinic attendees. This study aims to explore the differences between patients who were exposed to psychological IPV in the previous year and those who were not; to identify the health consequences and other patient characteristics associated with this type of IPV exposure; and to examine whether there were any specifically gender-related issues in family clinic attendees.
Methods

Participants and procedure
In January 2013, 90 general practitioners (GPs), i.e. family physicians who have finished four years of specialised training, who had already taken part in the 2012 IPV prevalence re-evaluation study [4] , were invited to participate in this study. Sixty-four of them responded affirmatively (6.7% GPs listed in the Register of Family Medicine Doctors held in the Medical Chamber of Slovenia). They were provided with written instructions on the approach to the patients and data collection, i.e. the semi-structured interview forms and the medical charts review forms.
The first phase: recruitment of patients
The first phase of data collection was carried out during the first week of March 2013, when the participating GPs, working in family practices all over the country, asked every fifth family practice attendee aged 18 years and above, regardless of gender, to participate in a study on quality of life. The eligibility criteria for this phase were age, the absence of dementia or even mild cognitive impairment, and the patients' willingness to participate. The aim of the study was not explained, but the subjects were told that participation was not obligatory. Those willing to participate were scheduled for interview within two weeks. This phase of data collection ended either after 15 patients had been recruited, or on March 8, 2013, whichever was the earliest.
The second phase: interviewing the patients
Of 960 invited patients, 689 interviewees came to family practices during the second phase, which lasted until the end of March. Since research has shown that disclosure of IPV violence is highly influenced by interviewer factors as well as privacy and the context of the interview [40] , participating GPs were encouraged to revise the semi-structured interview form prior to interviewing patients, and to contact the coordinating researcher if in need of assistance or consultation.
At the beginning of the interview, the participants were told that exposure to IPV could be considered a serious quality of life issue in adults. After the topic was introduced, they were asked to sign a written consent form. Of the 689 patients, 45 decided against further participation; they were not asked to explain this decision. In total, 644 interviews were carried out and 609 patients declared they had had an intimate partner during the last five years. Those who had not been in an intimate relationship in the previous five year period were excluded from further analysis. A further 109 patients disclosed they had experienced specific acts of psychological abuse earlier in life but not during the past year, and another 30 people stated that they had been exposed to concurrent psychological and physical and/or sexual abuse. The latter group explained that aside from psychological abuse they endured behaviours such as hitting, slapping, kicking, pushing and/or being forced to engage in sexual activities against their will. As the study aimed to analyse solely psychological abuse in patients, those who had experienced psychological IPV during their lifetime but not in the past year were excluded from the analysis. Victims of multiple types of abuse were also excluded from the study, but were offered help and assistance. The drop-out data are presented in Figure 1 .
The third phase: auditing patients' medical charts
After interviewing the patients, GPs reviewed their medical charts (n = 470) in the third phase of data collection. The Domestic Violence Exposure Medical Chart Check List from the 2009 study, described in detail elsewhere [2] , was used for this purpose.
Participants: study sample
The final sample consisted of 470 patients, who had been living in an intimate relationship during the past five years, and who had not had previous psychological abuse, or concurrent physical or sexual IPV exposure.
The National Medical Ethics Committee of the Republic of Slovenia approved the protocol of the study (document number 138/02/11).
Measures
The semi-structured interview form consisted of several questions from the short form of A Domestic Violence Exposure Questionnaire, described by Kopcavar-Gucek et al. [3] and developed in previous studies in Slovenian primary care [2, 41] . The questions gathered data on gender, age, number of children, marital status, number of divorces and place of residence. To identify psychological IPV adequately, more specific questions with comprehensive, behaviourally-defined descriptions of interpersonal violence events in closed questions were used in the semi-structured interview. patterns of exposure to psychological violence were also inspired by the work of other authors [39, 42] . This also aimed to avoid subjective understanding of the criteria of psychological violence in victims.
For These questions had several possible responses (i.e. many times, sometimes, never, not last year, not this year etc.). Participants were considered to have experienced "current psychological abuse" if they answered any question many times or sometimes. Others who answered to each question negatively were marked as negative for current abuse.
The second part of the survey, replicating the procedure of the 2009 study [2] , was carried out by the GPs themselves after the interviews. Further information on the participating patients was gathered by auditing medical charts, including data on the patients' wider life context. The physicians analyzed the patients' medical charts and abstracted factors at both the personal level (i.e. alcohol abuse; adult onset of depression; personality disorders; low education level; financial difficulties and instability and unemployment in patient) and at a relationship level [i.e. past experience of violence (domestic violence exposure in primary family) reported by patient and marked in the medical chart; disputes in the intimate partner relationship (i.e. frequent differences of opinion or disagreements, struggles resulting from incompatible or opposing needs, values, demands and/or expectations), reported by patient and noted by the physician; and dysfunctional family relationships (e.g. male dominance in the family as a hardship), already discussed with the patient and marked by the physician], from the whole medical chart. Health-related associations with exposure to IPV were also listed and audited for the previous year (March 2012 to March 2013), and were later categorized into three groups: physical, sexual and reproductive, and psychological. Lastly, sick leave (in episodes and days), hospitalisation (in episodes and days), visits to family clinic and referrals to other clinical specialists in the past year were reviewed, noted and analysed. 'Frequent' among participating patients was defined as within the top 10 centiles in a time frame of one year for each characteristic (Table 1) .
Data analysis
The sample data were presented as frequencies and percentages. Bivariate comparisons were made using the χ 2 test or Fisher's exact test. The analysis compared patients who reported having experienced any act of psychological violence in the past year (conceptualised as 'current abuse') with those who did not report any IPV ('current' vs. 'never') ( Table 2 ). Demographic characteristics, the data obtained from patient medical charts for the time prior to the psychological IPV screening period, and current health status variables (see Table 3 ) were included in the modelling process, but not these without significant bivariate associations with past year psychological IPV exposure (dependent variable). Multivariate logistic regression was used to model those factors associated with past year psychological IPV exposure in the total sample and separately for women only (Tables 4 and 5) .
With the aim of avoiding conceptual overlapping between the independent variable disputes in intimate relationship and the dependent variable, another regression Table 1 Frequent use of health care services during the past year among participating patients modelling was performed without this independent variable, which had been earlier identified as a powerful risk factor for psychological IPV exposure. Similarly, an additional regression modelling was made for female patients without the independent variable disputes in intimate relationship.
The results were presented by crude and adjusted odds ratios with 95% confidence intervals. Statistical analysis was performed by IBM SPSS 20.0 software (IBM Corp., Armonk, NY, USA), and P < 0.05 was set as the level of statistical significance.
Results
Of the sample, 12.1% (n = 57) people had been exposed to psychological IPV in the previous year (46 women and 11 men).
Demographic characteristics of patients
The average age of all participants (n = 470) was 47.4 ± 16.1 years; the average age of men (n = 182) was 48.2 ± 15.8 years and of women (n = 288) 46.9 ± 16.4 years (p = 0.279). The average age of patients without experience of psychological IPV (n = 413) was 47.4 ± 16.2 years; men (n = 171) 48.6 ± 15.6 years and women (n = 242) 46.5 ± 16.6 (p = 0.117). People who had been exposed to psychological abuse were 47.8 ± 15.6 years old; of them the men were 42.7 ± 17.7 and the women 49.0 ± 15.1 years old, the latter being seemingly but not significantly older (p = 0.210).
More demographic characteristics of the sample are presented in Table 2 .
Frequent use of health care services during the past year among participating patients There were no statistically significant differences found between people exposed to psychological IPV and those who did not report such experiences (Table 1) .
Patients' medical charts review summary
In Table 3 , the summary of patients' medical charts is presented. Statistically significant differences were identified between the patients exposed and those not exposed to psychological IPV, with regard to muscle inflammations (p = 0.010), sexual and reproductive status in general (p = 0.011), specifically gynaecological disorders and inflammations (p = 0.011), complicated pregnancies/spontaneous abortions (p = 0.043), psychological and behavioural status in general (p <0.001), including the onset of depression and/or generalised anxiety disorder (p <0.001), eating and sleeping disorders (p = 0.042), low self-esteem (p < 0.001), phobias and panic attacks (p = 0.001), post-traumatic stress disorder (p = 0.002) and psychosomatic disorders (p = 0.007), all assessed or diagnosed by practising GPs in the year prior to the survey.
Associations between psychological intimate partner violence exposure and bio-psycho-social characteristics in patients: logistic regression modelling
In the regression modelling process, the associations between psychological IPV and the characteristics of patients were explored. Employment status (i.e. unemployed or working part-time) (aOR 5.82, 95% CI 2.09-16.17, p = 0.001), level of education, i.e. college degree or more (aOR 4.78, 95% CI 1.09-20.96, p = 0.038), the length of intimate relationship ≥ 6 years (aOR 4.25, 95% CI 1.01-17.85, p = 0.048) and a history of disputes in the intimate relationship already noted in the patient's medical chart (aOR 13.85, 95% CI 5.72-33.55, p <0.001) were identified as risk factors, explaining 41% of the variance (Nagelkerke R 2 = 0.413, p < 0.001). More results are presented in Table 4 .
In another regression modelling performed without independent variable disputes in intimate relationship, 27% of the variance was explained (χ 2 = 73.156, df = 32, p < 0.001, Nagelkerke R 2 = 0.276), with employment status (i.e. unemployed or working part-time) (aOR 5.57, 95% CI 2.23-13.91, p < 0.001) and level of education, i.e. college degree or more (aOR 4.58, 95% CI 1.22-17.20, p = 0.024) identified as the sole risk factors. Since the other independent variables were the same as presented in Table 4 , the other results of this additional regression analysis are not presented. Associations between psychological intimate partner violence exposure and bio-psycho-social characteristics of female patients: logistic regression modelling 
Discussion
The prevalence of psychological IPV of 12.1% during the past year was similar to the prevalence of 10.3% found in the 2012 re-evaluation study of Slovenian family medicine attendees [4] , regardless of different time period in question (a year vs. five years). As stated by Feder et al. [43] , asking people about a longer period of time or recent experience can both be potentially problematic; recall bias may be present in responses about a longer period of time, as in the 2012 study [4] , while participants in this study, focused on past year violence, might have had insufficient time to acknowledge or identify their abusive experiences as such. It would be fair to conclude that in psychological IPV exposure a prevalence of about 10% is a correct estimation, although it can still be re-evaluated. This prevalence is also concordant with the findings in the WHO multi-country observational study on women's health and domestic violence [44] , which reported that between 4%-54% of respondents were exposed to IPV in the year prior to the survey. It was noted that sampling and the time period in question might have led to differences with respect to the gender symmetry of IPV [45, 46] . Our findings showed differences in psychological IPV between male and female patients (6% vs. 16%) ( Table 2 ). It has been suggested that men generally experience less threatening and less severe forms of IPV, so they may not consider it particularly salient to remember later in life; similarly, given that women are generally exposed to more severe forms of IPV with higher levels of physical injury, coercive control and fear, they may be more likely to report such violence later in life [46] . Since we explored patients' experiences for only one year previous to the data collection, we do not believe that it affected recall in male participants. Given that psychological abuse often precedes physical abuse [27] , and has been found to be as strongly associated with the majority of adverse health outcomes as physical IPV [25] , the findings of this study could serve as a useful tool for GPs to aid improved detection of psychological IPV and proper early intervention, although people exposed to psychological IPV have not been shown to use health care services more (Tables 1 and 2 ). The incidence of several, mostly psychological and behavioural status-related conditions (e.g. depression and anxiety, eating and sleeping disorders, low self-esteem, phobias and panic attacks, post-traumatic stress disorder (PTSD), psychosomatic disorders), was found to be significantly higher in psychologically abused patients' medical charts review (Table 3) , which is concordant with the findings of other authors [47] [48] [49] [50] . Psychological IPV was found to be as detrimental as physical IPV in terms of depressive symptoms [51] , and also to be a significant predictor of higher levels of IPV-related depression [52] . Women reporting IPV have been shown to be significantly more likely to experience a greater degree of depressive symptoms and functional impairment with lower selfesteem and life satisfaction at five-year follow up [53] . A history of IPV was also found to be positively associated with increased incidence of PTSD symptoms, PTSD diagnoses [54, 55] , and increased levels of anxiety in women [47, 54, 56, 57] . An association between the severity of anxiety symptoms and co-occurring depression has also been reported, with the severity of anxiety being higher in abused women with depressive symptoms [51] . As expected, gynaecological disorders were more prevalent in the emotionally abused participants of this study (Table 3) , since gynaecological symptoms were also reported to be associated with a history of IPV in many other studies [58] [59] [60] .
However, all of these health conditions were not significantly associated with psychological IPV exposure in multivariate modelling procedures used to partition the variance in a wide variety of indicators of participants' experiences (Tables 4 and 5 ). When discussing these results, adjusted odds ratios (aOR) between 0.95 > OR < 1.05 (p < 0.05) were considered as indicative of no association and aORs of 1.05 or greater (p < 0.05) as risk factors for psychological IPV exposure. In case of aORs of 0.95 or less, with p < 0.05 set as the level of statistical significance, we would have been discussing protective factors for IPV. However, there were none identified. The term risk factor is used loosely to indicate the direction of association with IPV rather than to imply causality, as we have been analysing mainly cross-sectional data.
Regardless of gender, most variation was associated with employment status, level of education, an intimate relationship of longer than six years, and a history of disputes in the intimate relationship (Table 4) , while in women, unemployment and a history of disputes in the intimate relationship, identified by the GP in the patient's medical chart review, were also identified as risk factors for psychological IPV exposure (Table 5) . Apart from a college degree, identified as a risk factor in the whole sample, we believe that unemployment, which increases the odds of being exposed to psychological IPV by over five times, could also be considered as a risk factor for the onset of depression and/or anxiety, as diagnosed in 89.5% (p < 0.001) of IPV-exposed subjects (Table 3) . Otherwise, apart from a genetic predisposition and stressful life events, the known risk factor for depression is a lower socioeconomic status (unemployment rate, lower education, poverty) [61, 62] . The literature review by Kessler et al. [63] is consistent in showing a strong comorbidity between general anxiety disorder and adult onset of depression, which was the reason we constructed a single variable for the analysis, i.e. The onset of depression and/or generalised anxiety disorder in the medical history (Tables 3, 4 and 5). In Slovenia, Klemenc Ketis et al. [64] reported a prevalence of 15.2% patients with depression in the adult population aged between 18 and 64 years. The incidence of depression and/or anxiety in our sample was apparently higher; however, it needs to be further tested in IPV exposed patients at least once more before any valid conclusions can be drawn.
The harmful impact of employment status
In the first quarter of 2012, at the time period in question for this study, the registered unemployment rate, defined as the percentage of unemployed people in the labour force in Slovenia, was 12.3% [65] . In the last four years, the number of employed people in the country was reduced by 70000, while the population of unemployed has grown by 39000; of these, approximately one half was younger than 35 years [65] . In our study, 16.6% of people were unemployed or working part-time (Table 2) , and the percentage is significantly higher (p = 0.010) in IPV-exposed people (29.8%) compared to those not exposed (14.8%); this data obviously shows the unemployment of the study participants as being above the national rate. The official rate of unemployment in this country has been growing from 10.7% in 2010 to 13.6% in 2013, and the trend is expected to continue [65] , which should be considered a threat to the well-being of the general population in Slovenia. Unemployment in women and in general was identified as a powerful risk factor for psychological IPV exposure in this study, presumably associated with poverty or at least with the threat thereof. Violence was reported to be frequently used with the aim of resolving conflicts caused by poverty [23] .
Intimate partnership characteristics and educational attainment as risk factors
A history of disputes in the intimate relationship was shown to be the most powerful risk factor (Tables 4  and 5 ). As stated by Jewkes [66] , relationships full of conflict, especially those in which conflicts occur about finance, jealousy, and women's gender role transgressions, are more likely to be violent. Educationally, economically, and socially empowered women were found to be the most protected, the relation between empowerment and risk of IPV being presented as non-linear [66] . Contrary to this, in our study sample, a college degree increased the odds of psychological abuse (Table 4) . On 1 January 2012, 19% of Slovenian citizens had tertiary education, i.e. a college degree or higher. Among the employed population, 29% had attained this level of education, while the proportion of highly educated people in the unemployed population was 14% at that time [67] . Of the participants in this study (Table 2) , 45.7% people had attained a college degree or higher; in those exposed to IPV this rate was 52.6%, while among those not exposed it was 44.8% (p = 0.416). This rate is apparently well above the national average. Aside from formal marriage, the WHO multi-country study on women's health and domestic violence showed secondary education and a high socio-economic status to be protective factors for IPV exposure [68] . The increased likelihood of better educated participants being exposed to psychological abuse in this study (Table 4) could be explained by their perception and sensibility toward IPV-related behaviour. Whether or not it is reasonable to expect bettereducated people to be less tolerant of psychological IPV due to their increased knowledge, norms, values and expectations, is yet to be discovered. Further exploration, probably based on a qualitative approach, would be needed to test this hypothesis.
Since conflicts and disputes in the intimate relationship could have been perceived and interpreted by the patients as psychological IPV itself, additional modelling was performed and employment status identified as a risk factor in both the whole sample and in women only. Aside from the risk factors already discussed, the length of the intimate relationship (≥ 6 years - Table 4 ) increased the odds of participants being exposed to psychological IPV, similarly to other findings [37] . However the same was not identified in female patients analysed separately, and although somehow understandable, it needs further verification.
Implications for family practice and future research
Generally, the sample in this study could not be considered as representative of a family medicine attendees' population. In comparison to a representative sample of Slovenian family practice attendees [69] , in our sample there were more women (61.3% vs. 54.8%), the mean age was slightly younger (47.4 ± 16.1 years vs. 51.7 ± 19.0), and level of education higher (45.7% vs. 11.3% people with college degree or above, 11.1% vs. 41.0% with elementary school).
Our results failed to demonstrate that psychological IPV alone is highly detrimental to patients' health, as has been suggested by others [54] . Possible explanation might have been difficulties in managing ethical dilemmas in Slovenian family medicine, given that Klemenc-Ketis et al. [70] found one of the most difficult ethical issues for GPs to be suspicion of physical abuse, sexual abuse, or other criminal behaviour exposure in patients. However, we believe one of the main reasons for our findings was the time period, i.e. current exposure. Moreover, the results are important, as psychological IPV is often still considered a [54] , psychological IPV alone should be considered as less likely to cease than physical IPV or concurrent psychological and physical IPV. Therefore our advice for GPs would be to consider the possibility of exposure to psychological IPV alone in patients who have persistent complaints regarding their psychological and behavioural status ( Table 3) . The cross-sectional survey design is inherently limited and, together with reliance on self-reported data, raises questions about the potential for method variance to account for our findings. However, the phenomenon being studied could have been assessed only by asking patients to report their experience or perception, and it was advantageous that this research design incorporated medical records to obtain the exact health related data (marked as Patient's Medical Chart Review -see Tables 3, 4 
and 5).
Aside from the self-reported data, several characteristics were followed through the longer period of time reviewed by the GPs in the patients' medical history, which we consider mitigated the potential effects of method variance. In the modelling process, data obtained from patients' medical charts for the time prior to psychological IPV screening period and current health status variables were included. This allowed us to explore the effects of early-life characteristics and experiences. Although there were a few factors identified as being associated with psychological IPV exposure, and none of them could be considered as a medical condition, the advantage of this study is the partition of the explained variance (41% and 43% respectively). Our finding that health status data from the previous year were not associated with the current psychological IPV exposure suggests the importance of taking this time frame into account when assessing psychological IPV-related health conditions. Prospective studies using clear diagnostic criteria and measures, as well as in-depth, qualitative studies, would be beneficial for extending and deepening our understanding of bio-psycho-social patterns in psychological IPV-exposed patients. We believe that further research should also focus on a longer period of time in order to get more concise characteristics and better grounds for preventive action planning at the societal level and also in the field of family medicine in Slovenia.
Limitations to the study Data on each GP's drop-out rate (i.e. the response rate from the first to the second phase of recruitment of patients) was not analysed. Of 960 scheduled patients, 689 (71.8%) attended the interview. One of the reasons for this first drop-out could have been eligibility criteria at the first phase of data collection, i.e. age, the absence of dementia or even mild cognitive impairment, and patients' willingness to participate. Since patients coming for administrative purposes, i.e. chronic patients coming for prescriptions and patients requiring sick leave forms, were also included, their need for health care services could have been fulfilled by getting what they had come for, so later there was no intrinsic motivation for them to attend the scheduled interviews. We believe that the recruitment capacity of GPs could also have been associated with the quality of their relationships with the patients.
The question of the validity of GPs' assessment of psychological and behavioural status and its components (Tables 3, 4 and 5) should also be raised. For the time being, it remains unclear whether or not the onset of depression and/or generalised anxiety disorder, eating and sleeping disorders, phobias and panic attacks, post-traumatic stress disorder and psychosomatic disorders were diagnosed as meeting all relevant criteria and guidelines.
Finally, the already-mentioned disadvantage that our findings are not based on a representative sample of family practice attendees in Slovenia should be considered a serious limitation; therefore the identified risk factors could serve as relatively valid guidance for family physicians only in middle-aged, better educated and predominantly female patients.
Conclusions
The prevalence data of psychological IPV exposure in 12.1% of people are concordant with our previous findings in Slovenia. In the sample, the predominance of better-educated people might have been associated with lower tolerance towards psychological IPV. Unemployment in patients should be taken seriously in family medicine attendees, if GPs want to recognise psychological IPV and intervene effectively in individual cases. The state of economical and societal affairs in a country where the unemployment rate is still growing must be acknowledged, and GPs should strengthen their role as their patients' advocates in the broadest meaning of bio-psychosocial well-being.
The results of this study, although aimed at exploring gender-related patterns of psychological IPV, warn of the possible damaging impact of employment status, based on prospective data in patients' medical charts. It could be of utmost importance since psychological abuse often precedes other forms of interpersonal violence. 
